An eight-year-old girl attended our institution with chronic osteomyelitis of the right tibia with destruction of the proximal tibia epiphysis. Two debridements were carried out three months apart leaving a 4 cm total and 4 cm partial bone defect in the tibia. Three months later, blood tests and radiographs confirmed the infection had been eradicated and our novel technique of immediate bone transport was carried out with transport of a 10-cm length of tibia into the defect zone.
Our technique is performed by exposing the tibia down to a zone of healthy periosteum distal to the bony defect. The periosteum is then gently elevated circumferentially. An osteotomy is performed at least 10 mm from the physis, allowing a section of tibia 10 mm longer than the defect to be transported into the defect zone and docked in the stump with either an absorbable suture or buried Kirschner wires. This transposes the defect in the tibia to where the healthy bone has been transported from, surrounded by a healthy periosteal envelope (Figure 1 ). This periosteal sleeve is now the key to bone regeneration. The patient is then placed into an above knee cast and can be discharged home nonweight-bearing with crutches. Alternatively, where resources allow, the construct can be neutralised with a simple static circular frame and the patient allowed an appropriate level of weight-bearing. After six weeks, the cast is removed and radiographs are performed. The patient is allowed to bear weight on this limb partially once appropriate evidence of regeneration of the defect has been confirmed radiographically. In our cases, external splintage has not been required beyond three months.
The child in this case was able to attend school, play and perform all activities of daily living pain-free and without support by six months. At the last review at four-year follow-up, there was bone union throughout the tibia (Fig. 2) .
Case discussion
Chronic osteomyelitis in children is very common in lowincome countries. The tibia is particularly prone to chronic osteomyelitis and has a worse prognosis than that of other bones. 1 Surgical reconstruction of bone defects following surgery for chronic osteomyelitis represents a significant challenge. The procedure chosen is determined by the extent of the bone loss and the expertise and resources available at the treating facility.
Current options for the management of larger segmental bone loss in the tibia include vascularised or non-vascularised fibula grafts, 2 Ilizarov methods of distraction osteogenesis (including modifications) 3, 4 and the Masquelet technique. 5 These forms of treatment are technically challenging, and in a low-income setting the surgical expertise and resources are commonly not available.
Social and geographical factors must also be considered when selecting an appropriate technique. Patients may live far from the nearest hospital making follow-up and frequent appointments difficult. Remaining in hospital, conversely, results in significant strain on the rest of the family and local community.
Our technique of immediate bone transport obviates the drawbacks of other methods and allows final closure of the bone defect in a single procedure, avoiding the need to undergo amputation. We have observed that the periosteal regenerate reforms to the original bone size and resumes structural integrity in two to three months. This has a great advantage in avoiding Comparison radiographs of the tibia prior to immediate bone transport (left) and at four-year follow-up (right). There is a large tibial defect following final debridement. After our technique, full union at both the docking and donor sites has been achieved. the need for bone grafting or extensive support during a period of graft hypertrophy (fibular transfer) or callotasis consolidation (Ilizarov technique).
To our knowledge, we are the first group to propose this technique, which has demonstrated successful reconstruction of large tibial defects that would otherwise require distraction osteogenesis. Our method does not intend to replace the Masquelet or other alternative techniques, but it does have a unique role in lowincome countries.
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A three-day-old preterm male infant was admitted in our neonatal intensive care unit following delivery at home by a trained birth attendant. The baby cried immediately at birth. The mother was 28 years old with a history of two previous spontaneous abortions at 2.5 and 3 months of gestation and no living children. In the current pregnancy, she had developed a highgrade fever with a diffuse rash and joint pains during the second month of gestation, for which she did not take any medication. On examination, the neonate was 33-34 weeks of gestation and had a birth weight of 1.45 kg. The heart rate was 170/min, respiratory rate 70/min, axillary temperature 36 C and capillary refill time 3 s. The mean arterial pressure was normal. There was a grade IV pansystolic murmur heard in the left infraclavicular and parasternal area. The baby was kept under a warmer and supervised intravenous fluid resuscitation was started along with continuous positive airway pressure support. He was icteric and had a palpable hepatosplenomegaly (liver 4 cm and spleen 2 cm below the costal margins). There were multiple raised violaceous macules (blueberry muffin spots), ranging in size from 0.5 Â 0.5 cm to 1.5 Â 2 cm over the face, scalp, chest and abdomen (Figure 1 ).
